Authorship of papers  by Rossi, Plinio
Eur J Vasc Endovasc Surg 16, 87-88 (1998) 
CORRESPONDENCE 
Scoring Systems 
Sir 
I was interested in the question posed in the title 
of the paper by Elfstr6m and colleagues, "Adjusting 
outcome measurements for case-mix in a vascular 
surgical register - It is possible and desirable?" (Eur J 
Vasc Endovasc Surg 1996; 12: 459-463) but was unable 
to find an answer in its text. However, I believe that 
such a question can be answered if the correct ools are 
used. The two outcomes, mortality and graft patency, 
must be studied separately. 
Considering mortality, I do not know Sweden well, 
but I would be surprised if the assumption that the 
populations in the different catchment areas are the 
same was true. Homogenous spreading of age groups 
and social groups throughout a country is rare in 
Western societies and some figures should have been 
produced to justify this statement. Regardless of this, 
I would agree that the methods used of registration 
were too crude to assess the preoperative physiology 
of the patients. Although acardiac index, as suggested, 
might be useful, the "Physiological" score from the 
POSSUM system 1 is simple to collect and will assess 
non-cardiac physiology in addition to the cardiac 
status of the patient. This by itself can be used to 
accurately compare patient populations. 
Addition of the "Operative Severity Score" from 
the same system and interpretation f the results by 
recognised techniques 2 will result in an expected mor- 
tality rates against which observed mortality rates can 
be compared. This will then provide the answer as to 
whether case-mix or the "other explanations" sug- 
gested are of most importance. 
Turning to graft patency, the authors also state that 
".. .  patency rate is too multifactorial  variable to be 
comprehensively analysed in a clinical quality re- 
gister." Copeland et al. have gone some way to over- 
come this by devising asystem (GORA) that quantifies 
the risk of graft occlusion using only five factors. 3 
Once again this produces apredicted rate of occlusion 
with which to compare observed rates from different 
surgeons, institutions or using different techniques. 
In conclusion, the answer to the question in the title 
is yes, the adjustment ofoutcome measures i  desirable 
if it can be done accurately and the tools for doing so 
are now becoming available. 
M.S. Whiteley 
Clinical lecturer in Surgery 
Oxford, U.K. 
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Authorship of Papers 
Sir 
I was surprised to read the article "Treatment of an 
Aneurysm of the Coeliac Axis by Transluminal Steel 
Wire Occlusion" (Eur J Vasc Endovasc Surg 1997; 13: 
88-90), where a case of coeliac artery aneurysm em- 
bolisation was reported by my surgical colleagues, 
implying that the work had been done by them. The 
first author, Professor Rengo, consulted me on this 
case. However, it was my suggestion to perform em- 
bolisation which was carried out by myself and my 
interventional radiology colleague, Dr Phillipo Sal- 
vatori. The description of the technique in Rengo et 
aI.'s paper is the extact ranscription of my report. I
am disappointed that Professor Rengo did not credit 
his interventional radiology colleagues with the tech- 
nique and include our names in the report or acknow- 
ledge us at the end of the report. 
Many vascular surgeons have concerns about the 
endovascular t eatment of endovascular lesions by 
interventional r diologists or by cardiologists, without 
1078-5884/98/070087+02 $12.00/0 © 1998 W.B. Saunders Company Ltd. 
88 Correspondence 
due regard for the overall management of the patient. 
However, as it is difficult o train and maintain skills 
in both interventional radiology and surgery, one has 
to decide what to do for the best. The optimal solution 
is probably to form teams with vascular adiologists 
instead of starting from scratch and going through the 
learning process of performing such procedures. In 
this way, by uniting the clinical experience, judgement 
and technical skills the vascular team can improve 
patient care and help to advance the management of 
peripheral vascular disease. 
Plinio Rossi 
Rome, Italy 
Editor's Comment 
The authors of this article were asked for a reply to 
this letter but none was received. The European Journal 
of Vascular and Endovascular Surgery cannot condone 
the publication of articles where work done by others 
is not acknowledged. 
Prospective authors are asked to heed the "In- 
structions to Authors" at the back of each issue of the 
Journal. 
J. D. Beard 
Associate Editor 
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